INTRODUCTION
Diabetic foot management is one of the major part of work load for a general surgeon. Its management is a challenge for medical professionals. Community medicine physicians are also playing role to prevent and mitigate the sufferings of patients with diabetes. Morbidity, mortality 2 and compromise in quality of life associated with the disease is alarming.
A trivial ulcer is often the forerunner of diabetic foot which in its due course may cost part or whole of lower limb. It acts as a gateway for invasion of bacteria. If diabetes is not well controlled and bacterial entry is not combated, infection can spread to deeper tissues, including bone. 3 A diabetic foot infection may be cause of almost two third of total nontraumatic lower limb amputations even in the developed world. 3 To avoid this, all clinicians who see such patients should be able to handle this potentially devastating problem. 3 Diabetic foot with gangrene is quite a common indication for below knee amputation all over the world. More than 50,000 lower extremity amputations are carried out annually in USA alone 4 . This trend continues to rise in spite of efforts for excellent control of hyperglycemia and limb salvage. Quality of life is miserable with diabetic foot ulcer and even more after amputations at any level. Patients with diabetic foot are twenty times more prone to undergo amputation than remaining population. 5 Good preventive measures early diagnosis and intervention pays a lot. Negligence on part of patient or treating doctor may ultimately result in limb loss. Foot infection is a serious medical problem and establishment of specialized diabetic foot clinics has been considered necessary in different studies to prevent further worsening of the foot disease and avoid amputations. 6 Bone involvement may be present in approximately 20% of diabetic foot infections. 7 Timely imaging and radiological investigations like simple X-Ray and ultrasound of the affected part, CT scans, radio isotope bone scans and MRI may pick bone infection. 7 Associated peripheral vascular disease in the patient makes the illness even worse making it chronic ischemic diabetic foot (CIDF) and due attention must be given to CIDF. Patients who had good control of hyperglycaemia on oral hypoglycaemics were continued on oral anti diabetics. Most of the patients had to be placed on Inj humulin for strict control of diabetes. Repeated wound dressings were done in each case with pyodine, hydrogen per oxide and at times, with duoderm. Initially empirical oral or injectable antibiotics were used but repeated culture sensitivity tests were also used for rational antibiotic therapy. Repeated wound toilet. debridement, curettage or excision was done in most of the cases. Vaseline guaze/ Bactigras dressings were done for healthy diabetic ulcers. Amputations at various levels were decided according to individual case after counseling and written consent from the patient and his/her attendant.
RESULTS
In this study out of total 310 patients 184(59.3%) were males and 126 (40.6%) were females with male to female ratio of 3:2. Age ranged from 20-90 years (average 52). In this study foot salvage was 64 %. Mortality rate in this study was 0.6%.
All patients were treated jointly by medical specialist, General Surgeon, orthopaedic surgeon, plastic surgeon and Rehabilitation medical specialist.
DISCUSSION
Diabetic foot ulcer results in high degree of morbidity and mortality worldwide. Goal of treatment is and should be to restore the normal functioning foot. Loss of protective sensation combined with recurrent trauma is the primary mechanism of foot breakdown 7 . Unchecked infection following trivial trauma travels through tissue planes of the foot.
Various host factors and comorbids play part in wounds closures and reconstruction. Core knowledge, expertise and skill of the treating/ operating surgeon are tools for a successful closure. 16 A significant number of amputations can be prevented by patients education, foot care, and increased awareness on the part of diabetic care teams, of effective strategies in ulcer management. 8 Diabetic gangrene is related to three factors: trophic changes due to peripheral neuropathy, ischaemia as a result of atheroma, and low resistance to infection because of excess sugar in the tissues. 9 All diabetic foot lesions cannot successfully be treated conservatively. Quite, a number of patients require amputation. Muqm et al in the study of 100 patients with diabetic foot reported 48 % total amputation rate. 10 Goal is and should be to achieve ulcer healing without amputation. In one study median time to healing was six weeks with antibiotics treatment and seven weeks with surgery. 13, 14 In a study of 210 diabetic foot patients by Mivajima S et al 52 % patients required limb amputation
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. Ghanassia E et al reported that in their study out of 94 diabetic patients, 39 (43%) patients underwent amputation, 24 major and 15 minor.
Diabetic foot infection are often associated with peripheral neuropathy, peripheral arterial disease, and chronic kidney disease (CKD). 15 Deep and thorough understanding of all the complications may prevent the spread of infection, major limb amputation and saving the life.
Offloading of the affected foot, control of microbes, correction of ischaemia and good wound care 15 is good systemic approach in management protocol.
In order to cover/correct various tissue defects plastic or reconstructive surgeon has to use various surgical closure techniques for a successful closure 16 to get fully or maximally functioning body part 17 . Plantar pressure magnitude and measurement location has been emphasized in a study by William R et al. 18 Foot care practice has been found to be basic factor to prevent diabetic foot ulcer in India by Gopi Chellan et al. C-reactive protein level predicts mortality in patients with stage 3 chronic kidney disease or higher and diabetic foot infections. 21 Most recently squamous cell carcinoma arising in a diabetic foot ulcer has been reported in one study. 22 Our findings support the vigorous conservative management, especially as an initial measure. 64 % of our patients fared well with either soft tissues and bone debridement or partial amputation. In our study the patients with Wagner's grade 1 and 2 were cured completely; grade 3 patients treated by aggressive surgical resection with good results, whereas in grade 4 and 5 patients, conservative management failed and most of them ended up in a major amputation.
One local study reveals that slackness on part of patient, preventive health worker, diabetologist or surgeon will increase morbidity and mortality costing limb and jeopardizing life.
CONCLUSION
We conclude that good foot hygiene, good control of diabetes, early debridement of foot ulcers and rational use of antibiotics in the light of culture/sensitivity report is associated with good outcome in diabetic foot disease. About one third of our patients underwent amputation at some level. Timely amputation at the level indicated by the degree of disease is also mandatory to save remaining limb and patient's life. Copyright© 20 Nov, 2015.
